MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63—037889

DEFARTMENT OF PUBLIC HEALTH AND WELFARE 31 8 ] 922 STATE FILE NOMBER
Regintr nrnury Registratian District No. __1_003 Registrar’s No.
o No wu _EIL'EB_SEtqugsa’ - T
ON THIS STUB AMENDED

. PLACE OF DEATH 2, USUAL RESIDENCE (Where doceased llved. [f institution: Residence befors
. COUNTY
[ ] \ a. STATE Hisaouri b. COUNTY adrmiaslon)
b. Cé'l’g\’ {If ourside corporate limirs, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limins

TOWN_St, Louis 11/2 weeks S St. Louis, el Gl

€. FULL NAME OF {If NOT in hospital, plve locarion Inside Limit . STREEV 1§ cutside, pive location! Resi
HOSPITAL OR el ® J §! L ) eride on Far

wstrenon DePaul Hospital Yesgl No D) ADDRESS 5202 Conde Street Yo O NoDJ
3. NAME OF DECEASED Firs} Middle : _Last 4, DOA'IE Month Day Year
F

(Type or print) oo
Anthany 1. Niea - DEATH O= 13 - 1963

5. SEX 8. COLOR OR RACE 7. Moarried Never Married [J |8. DATE OF BIRTH | 9 AGE (las? birthday) | IF UNDER 1 YEAR ] IF UNDER 24 HR
widowed Divorced [ Months | Days Hours Min.

ite =l =1892 70
10s. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or countty) | 12, CITIZEN OF WHAT COUNTRY
during mast of working life, even if retired)

nic rage St., Louis, Missouri U, S.A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

cseph Nies Barbara Brandt Cora L. Nies

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14__SALIAL BECLDITY MO 17. INFORMANT Addresa

(Yes, rﬂar unknown) l(lf yeb, give war o dates of serv MI‘S. Cora L. Nieﬂ ) 5202 (bnde St reet.
18. CAUSE OF DEATH (Enter only cne causs per line for {a}, {b}, and [c). mﬂ HO. INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY; % g ONSET AND PEATH
. IMMEDIATE CAUSE (s} Cﬂ.—l‘ 4—’&—7'0 T A o) cuﬁd—/' t!“‘"“""' 2U‘*.»u.:. 2z ‘E"‘ﬂ"[
Cohnd':tiom, if any, DUE TO {b). ¢ ik
i i
s eevi e S Co T E 0
atating the under- OUE TO (o) . ;

_lylng cause laaf. >4
PART 11. OTHER SIGNIFICANT CONDITIONS CO%RIBUTING TO DEATH but nor relsted to the terminal PART [, If decessad wis  female  wos

- disease condition given in PART | (a) 3 there a pregnancy in last 90 days.
yd 3 ?“K LD ‘l’et] DNoJ O Unknown

19. WAS AUFOPSY | 20s. ACCIDENT  SUICIDE HOMD|CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART |1 of itern 18.}
8’!& O o

VS 300
Rev. 4/59

& [ATE AMENDED

DOCUMENT

PERF D?
YES No [

20¢. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d: INJURY OCCURRED 20s. PLACE OF INJURY {e.g., In or about home, | 20f, CITY, TOWN, OR LOCATION
WHILE AT WORK [ - farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J

attended the d d from .? = 3 : o ? “}J - and last uw@iw an #/I/

2 ? Anm on the date atated ubmra, and 10 the t of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QOF

MEDICAL CERTIFICATION

Deathpy, accurred  at.

22a. SIG/ #ﬂ w [/l/] Q 3.20%!!555 z Z ‘L} . 22;.\1:; th:;n

23a. BURI EMATION, { 23b. DATE I 23c. NAME. OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, af county) {State})

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

REMO {Specify)

__mﬂaL_;_‘blﬁzl%_Gﬁthy Cemetery - | st, louis Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. m

Math Hermann & Son, Inc. 2161 East Fain SEP 16 1863 /,p
St” LO'L'IJ_S, ![18 sourl OB‘LU{ {Licensed Embaimer’s Ststemant on Revorse Side)

BY AFFIDAVIT OF

ITEM NO.




eisﬁ

lnu cﬂo llb!

STATEMENT BY LICENSED EMBALMER

1 hereby certify }har the body whose name is recorded on the reverse side of this centificate was embalmed by' me,

or by i i i Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SlGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). . - ’ ' :

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is_not embalmed, fact should be so stated above.

- .., N - o : - . [ N r_or
.2t ol LS Coag f—. i~




